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1.0 Executive Summary

The IHE Clinical Documentation Proof of Concept (CDPOC) using a Coded Nursing Terminology (NT) addresses the need of clinicians and vendors for communication system to manage patient process within the nursing process, thereby optimizing healthcare quality and safety initiatives in the direct care system in order to reduce and /or prevent harm and control costs. The IHE CDPOC-NT Clinical Documentation of Patient Assessments Profile will provide state of the art collecting, reporting, and storing of patient care information accurately with minimal investment of staff time.

The CDPOC-NT solution will support patient care reporting using user dynamic screens and business rules with role-based security utilizing standard taxonomy for intuitive, fast and accurate data capture.  Upon completion of interoperability profile by the IHE Patient Care Coordination Committee, the new generation of clinical systems could provide healthcare administrators, and others, timely and detailed reports in standard format and terminology on quality and patient care outcomes within their individual facilities/organizations. The outcome reports could then be analyzed for workload and resource use as well as be provided directly to multiple locations for interdisciplinary coordination of patient care as supported by The Joint Commission on Accreditation.  

The CDPOC-NT will require significant changes from current hospital practice as the organization migrates to electronic reporting and analysis of patient care data.  A comprehensive change management strategy with an education and training plan on the new clinical documentation process and workflow is essential.  The success of implementation and the 
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ultimate realization of return on investment will depend on the execution of key aspects of change management.  It is important that this transition to the new business process be given high-level oversight and constant attention from institutional leaders/vendors in the form of facility functional and technical support. 

Today, clinical documentation by nursing represent one of the largest gaps of data required for inpatient care which includes the documentation of the complexity of patient conditions, and the time, depth, and costs of services performed by professional nurses. According to Welton, Zone-Smith, and Fischer (2006) “Hospital nursing care is invisible at the policy and payment levels of the health care system as no independent nursing data exist.” For example: Assessments, Triage/Nurses Notes, Plans of Care, Clinical Pathways/Guidelines, Discharge Summary, Consultations and Transfers, Continuity of Care Referrals, and other formats used to communicate patient condition and status.
2.0 National Standard for Nursing Terminology 
2.1 Introduction  

The dilemmas for the configuration of a patient care documentation application are: What should be the focus, how much detail should be provided, and how responsive should the vendor be to make the application useable and “easy” for the clinician? The strategy chosen by the Clinical Care Classification (CCC) System that was adopted by the Secretary of Health and Human Services, January 2008, upon recommendation from the Office of the National Coordinator for Health information Technology (ONC) Health Information Technology Standards Panel (HITSP) is to document and code only the ‘essence of care’ which primarily refers to the treatment of the patients presenting problems, e.g. to identify the nursing diagnosis based on the evaluation of the patient’s assessed signs and symptoms, followed by the selection of nursing interventions and actions needed to treat the patient. The process also requires documenting the outcomes of the care process. The strategy excludes reminders of what to look for and other unrelated information. 

The Clinical Care Classification Nursing Terminology consists of atomic (data) concepts, each having a unique code and definition, making it possible to process electronic plans of care. Below is the CDOC-NT business plan that identifies the object and scope of the IHE interoperability specification.  
2.2 Purpose  

The CDPOC-NT is in response to HITSP efforts to optimize healthcare interoperability and safe care for patients. The purpose is to facilitate the efficient and timely capture and analysis of care events which, could or have had, an impact upon patient care outcomes using an electronic health record or health information system to provide useful outcome information to facility stakeholders and decision makers within the healthcare organizations with an assessment of the resource requirements for implementing a comprehensive quality and patient care capability within healthcare.
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2.3 Scope 

Clinical Documentation of Patient Assessments using Coded Nursing Terminology (CDPOC-NT) encompasses the six phases of the system lifecycle of the IHE process which includes:

· Planning 
· Analysis
· Design
· Development

· Implementation

· Evaluation

3.0 Information Requirements
The following are CDPOC-NT areas and measurements to satisfy clinical documentation information requirements that would permit the review or identification of practices that could improve the safe delivery and quality of health care.
This information is based upon requirements created by the Clinical Care Classification (CCC) System Manual: A Guide to Nursing Documentation (Saba, 2007). 
3.1 Planning 
Regardless of the documentation application being configured, a nursing informatics expert should take the lead and assist in directing the planning of the project.  The plan should include: how the end product will look and how the demonstration will be presented and used. The project leaders should be responsible for the configuration of a documentation plan of care application for the electronic health record system using these CCC and should consider the following major planning requirements/activities:
· Identify the nursing format for clinical documentation application from three approaches: 1) standardized; 2) individualize or 3) interactive:

3.2 Analysis

The second phase is to conduct an analysis of the existing plan of care documentation in order to:
· Determine what clinical documentation content will be collected

· Determine what clinical documentation reports may be generated

· Determine the clinical workflow e.g. patient assessment scenarios 
3.3 Design

The analyzed information is used to design the prototype for the actual IHE profile.  This phase focuses on configuring the clinical documentation application as well as the essential CCC data. 

· Follow the six steps of the nursing process
· Link the selected system tables 
· Design graphical user interface 
· Design XDS-CCD screen accessible from all terminals within the CIS
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3.4 Development

Once the design is completed the next phase is to configure the specific system specifications. They include:

· Review inputs and outputs
· Test and evaluate the profile using IHE test plans to test, revise, and retest continuously until clinical documentation is functional as designed
3.5 Implementation 

This phase demonstrates the CDPOC-NT profile at the HIMSS IHE Interoperability Showcase. 
3.5 Evaluation 

The evaluation and last phase is analyzed once the profile goes live to ensure that the IHE CDPOC-NT Clinical Documentation of Patient Assessments Profile is functioning as planned and configured.  This is the time when the effects of the CDOC-NT profile in an electronic health record system may be evaluated.  Only within the IHE Showcase can the CDPOC-NT profile determine the level of salability of the vendor product that supports the national quality agenda. The vendor market share potential is based on product satisfaction as tested by the clinicians in the HIMSS IHE Interoperability Showcase.
4.0 Standards 

IHE XDS – MS

HL7 Clinical Document Architecture (CDA); HL7 Continuity of Care Document (CCD)

Clinical Care Classification (CCC) System – Coded Nursing Terminology 

5.0 Summary 

The fundamental building block of any high-performance health system is reliable information about the effectiveness of care (O’Kane, et.al, 2008). IHE / HIMSS is the right venue to extend the quality accountability framework by demonstrating a point of care documentation method for health information exchange and transmit nursing data. The nursing profession through the American Nurses Association (ANA) has long recognized the need for quantitative evidence to measure the relationship of clinical documentation to the impact on patient care, and supply a scientific foundation for evidenced-based practice. Recently, government, nurses and healthcare providers have begun to recognize the tremendous value and importance of advancing the use of healthcare information systems. Without question, the issues of quality and the appropriate cost-effective use of resources have become focal concerns for patients and healthcare providers alike. There is an immediate need for nursing to connect health professionals with electronic clinical documentation which is one of the largest gaps of data in inpatient care e.g. assessments to communicate patient condition and status.

With the adoption of the Clinical Care Classification (CCC) System as the first National Terminology Standard for Nursing by the Department of Health and Human Services, vendors have the ability to modify clinical systems to collect clinical documentation data with specificity to determine productivity (workload), resources (staffing), and outcomes as well as the cost for nursing service and enable vendors to support healthcare organizations in accessing their own quality and outcome data.
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